In each of the separate anatomical varieties of carcinoma of the mouth and pharynx the treatment techniques (surgical or radiological) differ or vary greatly. Most published reports are largely limited to discussion of the primary lesions and little consideration is given to what is actually the major problem and one common to all forms of head and neck cancer, namely the management of cervical metastases. Neck dissection has now become a standardized operation. Although there are many recorded cures of histologically proved cervical metastases by radiation therapy, nevertheless, in actual practice, neck dissection is generally accepted as the most effective method of treatment.
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President-DAVm H. PATEY, M.S., F.R.C.S. [April 2, 1952] DISCUSSION ON THE TREATMENT OF CERVICAL METASTATIC CANCER Dr. Hayes Martin': In each of the separate anatomical varieties of carcinoma of the mouth and pharynx the treatment techniques (surgical or radiological) differ or vary greatly. Most published reports are largely limited to discussion of the primary lesions and little consideration is given to what is actually the major problem and one common to all forms of head and neck cancer, namely the management of cervical metastases. Neck dissection has now become a standardized operation. Although there are many recorded cures of histologically proved cervical metastases by radiation therapy, nevertheless, in actual practice, neck dissection is generally accepted as the most effective method of treatment.
The indications for neck dissection are:
(1) There should be definite clinical evidence that cancer is present in the cervical lymphatics. (Acceptance of this belief will immediately rule out so-called "prophylactic neck dissection".)
(2) The primary lesion giving rise to the metastases should have been controlled clinically or, if not controlled, there should be a plan for removal of the primary at the same time that neck dissection is performed.
(3) There should be a reasonable chance of complete removal of the cervical metastatic cancer. (4) There should be no clinical or X-ray evidence of distant metastases.
(5) Neck dissection should offer a more certain chance of cure than radiation therapy. (It generally does, but under certain circumstances-as where a primary lesion is anatomically inoperableirradiation of the neck is the method of choice.) Certain supposed contra-indications are often mentioned in reports on neck dissection. For example it has been said that bilateral cervical metastases constitute a contra-indication to neck dissection. This idea has been based upon erroneous belief that bilateral complete neck dissection is not a safe procedure. This has been disproved. A rational plan for the operation must be based upon a correct and reasonably thorough understanding of the cervical lymphatics. (The various superficial and deep lymphatics and groups of nodes were described. Detailed slides of the technique of the operation were shown.)
The following The statements I shall make on this subject represent the opinions of the workers at the Fondation Curie-opinions based on a large number of cases, which have been treated since 1919 by Mr. Roux-Berger and myself. Mr. G. Gricouroff has been largely responsible for the histology and Mlle J. Baud has treated most of the primary tumours by radium needles. My thanks are also due to Mlle Baud for the statistics involved in the work.
Cancer of the tongue. Our technique of neck dissection was inspired by Maitland and Crile; give a clear idea of the method. This neck dissection is usually practised under local and regional anesthesia, a fact which enabled us to reduce the operative mortality rate to 1 %. This is of primary importance in justifying our operative indications.
The operation is a block dissection of the area concerned, clearing first the submental and submaxillary areas in a backward direction, then the supraclavicular and carotid areas upwards from the clavicle to the vicinity of the base of the skull.
Practised in such a way, this wide ablation of the lymph nodes involves the sacrifice of the sternocleido-mastoid muscle and the internal jugular vein. It is possible to insulate and preserve the ramus cervico-facialis in order to avoid facial paralysis. It is even possible (Dargent and Redon) to keep the spinal accessory nerve, the section of which causes a disastrous atrophy of the trapezius, especially in the case of a so-called prophylactic operation.
When both sides of the neck must be operated on, we practise two successive operations with an interval of one or two weeks and we preserve the internal jugular vein on the less injured side; the dissection of the lymphatic plane is easy enough, provided we keep in close contact with the wall of the vein. Both of the internal jugular veins can be removed without causing serious disorder only if the two operations are carried out at an interval of several months, and even then it usually causes for a while an cedema of the face on the side last operated on.
For cancer of the lips we reduce this operation to the dissection of the submental and submaxillary areas, generally on both sides.
THE IMPORTANCE OF NECK DISSECTIONS
Treatment of cancer of the anterior part of the tongue.-Each cancer has its individual characters, its particular mode of local evolution and lymphatic extension. Some adenopathies are radio-sensitive, others much less so, as in the case of cancer of the anterior part of the tongue. They remain primarily within the range ofsurgical therapy, and the same may be said of adenopathies following cancer of the lips.
The first French authors to write on the subject, Poirier, Morestin, then Sebileau, Cuneo, were in favour of neck dissections in all cases, whether there were palpable cervical metastases or not. In this they enunciated one of the fundamental rules of cancerology: namely that in any cancer susceptible of lymphatic metastasis, therapy must be directed, not only to the primary tumour, but also to the corresponding lymphatic area. Should this idea be revised in the case of cancer of the tongue in particular? We do not think so.
It is true that, in some fortunate cases, a cancer which is still well localized can be cured by a conservative treatment or operation, and, faced with such a result, it seems but natural to regret, in apparently similar cases, one's recourse to more drastic measures. When the post-operative pathological report does not show the presence of any metastatic cell in the lymph nodes, one may be inclined to criticize neck dissection.
Yet, before the dissection, we cannot tell the actual extent of a malignant tumour, nor judge its histological spread. Even with a negative report, it is impossible to be certain that one of the sections not examined may not contain evidence of malignancy. Therefore the rate given of metastasis in the lymph nodes is probably very much below the actual rate.
On the question of cervical metastasis in the case of cancer of the tongue are the clinical reports sufficiently ample to permit of our arriving at definite conclusions?
The facts observed at the Fondation Curie are as follows:
(1) Out of 182 cases (Table I) , in which the lymph nodes felt in the neck seemed to be clinically cancerous, 61 (or 34%) proved to have histologically negative lymph nodes, namely one-third of the cases.
(2) Out of 244 cases (Table II) , in which, on the contrary, there were no clinically suspicious nodes, the latter were histologically positive in 106 cases (or 43 %), namely in nearly half the cases.
At this stage, the involvement is usually only partial. The clinical report of the lymphatic areas, except in cases of far-advanced adenopathies, does not then convey any precise information. It does not therefore seem acceptable to stake the future of the patient on such uncertain findings.
It might yet be thought that a systematic careful observation of the patients could give valid and useful information, that a growth, still small at the time of a first examination, will reveal its malignancy somewhat later through a progressive increase. But this is often illusive: for a long time no adenopathy can be felt and then the latter will often develop very rapidly. In the space of a few weeks, if not of a few days, the adenopathy will no longer be operable, or, if so, only under bad conditions, and the operation, as I am going to show, will then have nothing but evil results.
To wind up, I shall now discuss the only elements susceptible of giving any valid conclusions, that is, to examine the five years' results in a total of 426 cases, a number large enough to allow of the establishment of significant percentages. In all those cases, neck dissections were systematically performed, whether or not there were lymph nodes palpable at the beginning of the treatment. The nodes have always been examined histologically. Tables I and II give our results. (26%), have been cured, cases in which lymphatic metastasis was still only in the microscopical stage and without any clinically perceptible adenopathies. On the other hand, when the neck dissection was applied to really malignant and palpable adenopathies, only one-ninth of the cases were cured (precisely 14 out of 121, that is 11 *6%). These differences are material enough for us to conclude that neck dissection is a useful operation for very small lymphatic metastases still in their microscopic stage, whereas-its results are poor for more evolved tumours that have become palpable.
II.-IMPROVEMENT OF THE RESULTS DUE TO PROPHYLACTIC NECK DISSECTION.
If we had allowed the lymphatic metastases to develop, those 106 cases (TableII) would have been operated upon later, only after the clinical appearance of the adenopathies.
At that time, we could have hoped to cure only 11 *6 % of the patients (TableI), 12 cures instead of 28. Prophylactic neck dissection registers 93 cures out of a total of 244 patients, without palpable adenopathies, namely 380%. A delayed operation, after the appearance of the adenopathy, would theoretically have made us lose 16 patients (28 minus 12), and we should then have registered only 77 cures (93 minus 16) out of 244 patients.
Prophylactic neck dissection would appear to allow a gain of 6%, an important point, since the most favourable percentages of five years' cures do not reach 500%.
III.-OTHER POSSIBLE AMELIORATIONS-PRESENT METHOD OF TREATMENT It is difficult, from a close study of the observations made, to allow exactly for the different causes of failures in the treatment of cancer of the tongue.
We had long thought that such failure was mostly due to the treatment of the lymph nodes. To-day we think that bad results are very often the consequence of the lingual recurrence itself. Tables I and 11 (column 1) show that in cases of negative lymph nodes, the cures amount only to 36% (in cases with palpable adenopathies, theoretically less favourable) and to 47 % (without palpable adenopathies, theoretically more favourable). Both these series with negative lymph nodes come to a total of 199 cases with only 87 cures and thus, lingual tumours without lymphatic metastasis have been cured in only 44%.
The improvement of lingual cures is therefore our first objective, so I am going to try and complete the action of the usual radium needling by an excision of variable width (but not too mutilating) of the initial area of the cancer by means of cutting electro-coagulation: this excision will be performed six or eight weeks after the radium needling, at the same time as the neck dissection which may, without inconvenience, be postponed, unless the adenopathies are too serious. With such excisions, ligature of the external carotid artery is indispensable and usually on both sides. This insured against serious post-operative hemorrhages chiefly from the tenth to the fifteenth day. I may thus be able to perform neck dissection with greater assurance as regards the cure of the primary tumour, whose original nucleus is very likely more radio-resistant than the peripheral extension. It is obviously desirable that the tumour of the tongue should be ablated at the time of the neck dissection. In an earlier publication with Roux-Berger, we showed that a metastasis in the lymph nodes on the opposite side to the lingual tumour was to be noted only in 6 % of the cases as long as the tumour was well lateralized, but that it was found in 320% of the cases when it bordered upon, reached or passed the medial line. A bilateral neck dissection is indicated in such cases, which include cancer of the tip of the tongue. We then have two consecutive operations at an interval of one or two weeks.
Treatment of cervical metastasis in cancer of the lips.-As I have already observed, the treatment of these adenopathies can be studied only with reference to the cancer whose metastases they are.
Cancer of the upper lip is rare. It is most often a basal-cell carcinoma, which occurs on the skin of the lip and never spreads through the lymph nodes. Should the cancer be on the mucosa of the lip, it is then a squamous-cell epithelioma, like cancer of the lower lip, and consequently may spread through the lymphatic area.
Metastases in the lymph nodes are less frequent than with cancer of the tongue. When the tumour is superficial and scabby, it is useless to have recourse to a neck dissection, unless an adenopathy is obviously existing. When the tumour is ulcerous and infiltrating and especially if it involves the mucous part of the lip, then we should recommend a neck dissection, even without palpable adenopathy.
The operation will then be restricted to the submental and submaxillary areas on both sides of the neck, except if the tumour is well lateralized and well away from the medial line. When the tumour reaches the commissure and spreads along the internal surface of the cheek, it will then be preferable to have a submental, submaxillary and carotidian dissection. The adhesions in submaxillary metastases are no contra-indication; it is generally possible to detach the glands from the bone by using the subperiosteal plane of cleavage with the help of a raspatory.
Out of a total of 287 cases of squamous-cell epithelioma of the lower lip treated by radium or X-rays: 154 have not undergone any treatment of the lymphatic areas, giving 94 cured (61 0 55 have undergone irradiation of the lymphatic areas, giving 17 cured (31 %); 78 have undergone neck dissection: in 35 the nodes were negative, giving 22 cured (630%); in 43 they were positive, giving 14 cured (33 %).
Among the patients that have not been cured, 28 (10%) died of the cervical metastasis, the lip having healed from five months to three years earlier. 15 among these 28 had undergone a neck dissection, 14 with positive lymph nodes, 1 with negative. 11 had been treated with radium for adenopathies which in 9 cases had been judged hs beyond an operation. 1 had undergone no treatment of the lymphatic areas. I had refused treatment.
Sir Stanford Cade: The material on which I base my opinion as regards treatment of cervical metastatic cancer consists of a total of 1,428 patients with primary cancer in the mouth or neck. Table I shows the anatomical site of the primary growth. The study of these patients showed clearly the difference in the liability to metastatic lymph spread from various primary sites. Table 11 shows the incidence in cancer of the various sites in the mouth. 
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The figures indicate the state of the neck lymph nodes at the time of the first attendance of the patient. The subsequent history of the patients shows delayed involvement of the cervical lymphatics in many patients, even when the primary growth had been adequately dealt with. Periods of delay in the appearance of lymph nodes varied from a few months to many years. In the majority of patients Proceedings of the Royal Society of Medbaine 36 lymph nodes became palpable within eight to fourteen months. There are, however, quite a number of patients in whom nothing abnormal was felt in the neck for periods up to six and nine years and who then developed cervical lymph node metastasis, although the site of the original primary growth remained healed. It is important to realize that this clinically silent period of latent disease in the lymph nodes is not entirely a mysterious haphazard and unpredictable phenomenon. It depends in some measure on known factors such as the site of the primary lesion and the histological type of the tumour. It is well known that intrinsic lesions of the larynx are the least prone to metastasize, that lip cancer is as a rule less likely to spread than tongue cancer, that the hard palate and the soft palate show a marked difference, the latter metastasizing twice as frequently as the former. It is also generally accepted that histological grading according to the degree of anaplasia or keratinization is of some importance. Yet the problem of the choice of treatment to the neck still presents considerable difficulty. CHOICE OF TREATMENT To simplify this problem certain points should be kept in mind. In their relative importance they are as follows:
(I) Site of primary lesion.
(2) Response of the primary lesion to treatment.
(3) Clinical state of lymph nodes. The site of the lesion is the best-known factor and most experienced clinicians assess this accurately. To take extreme examples: the lip affords a considerable margin of safety in contrast to the sinus pyriformis where the lymph node spread is early and rapid. ' The response of the primary lesion to treatment is of importance. Little if anything is gained by treatment directed to the lymph nodes if the primary growth is not controlled. The propriety of inflicting anything but palliative treatment to the neck in the presence of an uncontrolled lesion in the mouth is very doubtful.
The clinical state of the lymph nodes is the key to the choice of treatment. Before analysing in more detail how the state of the lymph nodes affects the decision, it is necessary to consider what treatment is available. TYPE OF TREATMENT AVAILABLE Metastatic cancer in the neck can be controlled and has, in fact, been controlled by radiotherapy. Without enteiing into the technical details as to the various methods of irradiation applicable to the neck, it is admitted that complete disappearance of lymph-node metastasis has been achieved by radiation. Yet the effect of radiotherapy on any tumour, except the most radiosensitive anaplastic type, is unpredictable and I share Hayes Martin's view that "that procedure should be used initially which yields the highest percentage of cures in the greatest number of patients." Such a procedure will depend upon the state of the lymph nodes; if these are fixed to the vascular sheath and considered inoperable, although the nodes may in fact be removable, surgery has not proved of value and local recurrence is the rule. If the lymph nodes are free and mobile a radical neck dissection-the so-called block dissection-is the method of choice. This, however, should only be undertaken if the primary lesion is healed. If no lymph nodes are palpable in the neck there is the choice between the so-called "prophylactic" neck dissection and no treatment, providing the patient can be kept under observation and examined at regular intervals. The case for observation seems to me to be stronger than the case for prophylactic block dissection. The latter practice would inflict a number of unnecessary or avoidable operations; unnecessary in the absence of metastasis, avoidable in the presence of local disease.
In the treatment of lymph-node metastasis by surgery nothing but a radical dissection or "block" should be done. There is really no indication for partial removal of lymph nodes, the upper or suprahyoid dissection or any other limited operation. Very little is gained by such conservatism and often by limited operations the chance to eradicate the disease is missed. It is necessary in my opinion to have definite criteria when a radical "block" dissection is to be done. These criteria are as follows:
(I) The primary lesion should be healed.
(2) The lymph nodes should be palpable but strictly operable.
(3) The general condition of the patient must permit of a major operation. Age by itself is not a contra-indication.
Bilateral block dissection is indicated when bilateral lymph nodes are present. The removal of both internal jugular veins seems to be safe; the operation is preferably done in two stages at an interval of two weeks, but both sides have been operated upon at one sitting without any intracranial complications. There are a few points in the technique of the radical dissection which justify emphasis: it is, of course, essential to remove the internal jugular vein and sternomastoid muscle and no attempt at their preservation is permissible-this, of course, is, or should be, well known. The preservation of the spinal accessory nerve is not justifiable as no adequate clearance of the posterior triangle of the neck can be done if the nerve is preserved.
The mortality of the operation varies from 1 to 3 %0 in various clinics. In the past six years in my own personal series of 48 radical neck dissections there has been one operative death. The morbidity following the operation is chiefly due to the spinal accessory paralysis-it is as a rule limited. CEdema 37 Section of Surgery 763 of the face and slight palsy of the lower facial branch are transient phenomena. Women stand the operation just as well as men.
Prophylactic radiotherapy to the neck in the absence of palpable lymph nodes is not practised. Post-operative radiation is of benefit when many lymph nodes are involved.
The indications for radiotherapy in preference to surgery are as follows:
(1) When the primary lesion has not entirely regressed.
(2) When the lymph nodes are fixed to the main vascular sheath or adherent to the deep cervical fascia.
(3) When the general state of the patient does not permit a major procedure. Professor B. W. Windeyer agreed that surgery was the best treatment for metastatic glands in the neck, with certain exceptions-notably when the site of the primary lesion was in the nasopharynx or maxillary antrum. These cases, even when operable, were better treated with radiotherapy. He believed in a "wait and see" policy if the patient could be kept under observation.
Sir Gordon Gordon-Taylor was impressed by the vast number of cases operated on in U.S.A. and France. He noticed the discrepancy between the two first speakers, Dr. Hayes Martin having a five-years survival rate of 34% of cases operated on when the glands were involved, and the survival rate of Dr. Tailhefer which was not quite as good, even though many prophylactic blocks had been done which would obviously improve his figures. Sir Gordon stated that he was in the habit of removing the posterior belly of the digastric, so that all glands could be cleared up to the base of the skull, and of removing the lower part of the parotid gland. He had a preference for chloroform as an anxesthetic and felt that blood transfusion was rarely necessary after this operation. He was glad to see cases operated on where the primary growth in the jaw was excised in one piece with a block dissection of the neck. These were very grave cases, but the outlook had been better since the use of penicillin. He was pleased to hear the operation associated with the name of Maitland of Sydney.
Dr. Hayes Martin, in reply to the discussion, stated that the logical conclusion concerning prophylactic block dissection is that it should be done on both sides of the neck.
He stressed that adhesions to local structures such as mandible, internal jugular vein and external carotid artery, do not necessarily exclude block dissection.
He considered that hypotensive anesthesia entails dangers; that it was unnecessary to remove the posterior belly of the digastric muscle.
He considered that block dissection of the neck should be done for secondary deposits appearing after unsuccessful radiotherapy of nasopharyngeal nodes.
He said that the lower pole of the parotid was removed and thought that blood transfusions were of additional value in making recovery more speedy.
Dr. Tailhefer said (in answer to Dr. Hayes Martin) that the treatment of cervical metastatic cancer must be discussed with regard to one type of cancer exclusively. Each type presents its own features, its own local and lymphatic extension. This was the reason why he centred his present lecture on the cervical adenopathies of cancer of the anterior part of the tongue. Prophylactic block dissection should not necessarily be undertaken on both sides of the neck in all cases: well-lateralized tumours metastasize to the opposite side in 60% of the cases only, whereas tumours reaching or passing the medial line of the tongue metastasize to the opposite side in 320% of the cases; therefore, bilateral prophylactic block dissection should be done only in the latter type of tumour which includes cancer of the tip of the tongue. He stated that removal of the digastric muscle made the operation easier and more complete.
Sir Stanford Cade stated that hypotensive anesthesia with C5 does not produce anoxia and that the patient's head can be raised when using it. He considered it a technical advance of very great value, and proof that it could be used in head and neck surgery was provided by the plastic surgeons. [May 7, 1952 MEETING AT THE MIDDLESEX HOSPITAL, W. 1
